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[ Life Care Center of Sparta is committed to
F 000 | INITIAL COMMENTS F000| upholding the highest standard of care for it
rasidents. This Includes subszantlal compllance
An annual Recertification survey and complaint with alf applicable standards and regulatary
investigation #32348, were complated on requirements, The facility respectfully works in
September 5, 201 3, at Life Care of Sparta. No cooperatlon with the State of Tennessee
deficiencies were cited related to the complaint Department of Health toward the best interest
investigation under 42 CFR Part 483, of those who require the servicos we provida,
Reguirements for Long Term Care Facilities. , -
E 157 483-10(b)(1 1) NOTIFY OF CHANGES E 157 Whila this Plan of Careection is not to be
85=D (INJURYJDECLJNE}ROOM, ETC) consldered an admisslon of validity of any
: findings, it Is submitted in good falth a5 a
Afacility roust immediately inform the resident: required response 16 the survay conducted
consult with the resident's physic]an: and if September 3-5, 2013, This Plan of Correction Is
known, nolify the resident's legal representative the facility's allegation of substantia) complianca
or an interested family member when there is an * with Federal and State requirements,
accldent involving the resident which results in F157 '
Mjury and has the potential for requiring physician
intervention; a significant change in the resident's : i i
physical, mental -or psychosocial status (i.e., a 1. Resident #46 was discharged prior to
deterioration in health, mental. or psychosocial survey.
status in eithar life threatening conditions or . s
clinical complications); @ need ta alfer treatment 2. ) All residents who had significant
significantly (i.e., a need to discontinue an change in condition were audited by
existing form of treatment due to adverse Director of Nursing /Assistant Director y !» )
consequences, or to commence a new form of : 8/20/201
treatment); or a decision to transfer or discharge of Nursing by September 20, 2013,
the resident from the facility as specified in b} No ather residents who had z
§483.12(a). e , o
significant change in condition were
The facility must also prom ptly notify the resident affacted by the alleged deficient
and, if known, the resident’s legal representative practice.
or interested family mermber when there is a
change in room or roommate assignment as 3. a) The 5taff Development
specified in §483.15(eX2): or a change in ' . . o
resident rights urder Federal or State law or Coordinator will educate 100% of
regulations as spectfied in paragraph (b)) of licensed nurses by September 27,2013
this sectian, regarding timely notification of
o . : physician when a significant ¢hangeina
The.fa ust record ek b b o el
e.facility must record and periodically updata ‘résident's conditioh ocegrs.
TITLE (X8) DATE

prograrm particlpation,
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F 157 | Continuad From page 1 { F157| b} The Director of Nursing/Assistant

the address and phone number of the resident's
legal representative or interested fatmily member.

g‘hifs REQUIREMENT ig not met as evidenced
V.

Based on medical record review ang interview,
the facility failed to notify the physician timely of
significant changes i a resident's (#46) conudition
for ane resident of twenty-nine residants
reviswed.

The findings included:

Resident #46 was admltied 1o the facility on July
18, 2013, with diagnoses including End Stage
Renat Disease, Renal Dialysis, Anemia Chronic
Airway Obstruction, Hypertension, Diabetes
Meliitus, Peripheral Vaseular Disease,
Osteomyitis of the Left Ankle, and Infection.

Medical record review of the Nursing Notes dated
August 17, 2013, at 8:10 a.m., revealed "Lafe
Entry for 8-17-13 @ (at) 5 am {5 a.m.) Upon

‘entering the res.’s (resldent's) room to adm,

(administer) am (morning) meds {medications)
and check BS (blood sugar), noted the resident to
be unresponsive..,checked BS -meter reading
LOW (Equal to or below 40) Standirg Order
Utilized...Vital signs temp (temperature) 99.3
Pulse 32/min (thiry two beats per minute) Resp.
Rate 22/min { Respiratory rate twenty two breaths
per minute} Blood Pressure 144/11 §.,.MD
{Medical Dogtor) notified (no time docurmented),
and new order noted to send to...hospital for eval
and tx (evaluation andg treatm ent)...EMS
{Emergency Medical Setvices) here for transport
@ 5:40 am and EMT (Emergency Medical
Technician) assessed res. (resident) and found

Director of Nursing will review nursing
documentation of residents who have
been identified as having a significant
change in their condition to audit for
cotnpliance of timely physician
notification for 3 months.

4. &) Director of Nursing/Assistant
Director of Nursing will present results
of audits to the Performance
Improvement Committee.

k) The Performance Improvement
Committee consisting of Executive
Director, Director of Nurstng, Medical
Director, Director of Rehabilitation,
Director of Health Information, Director
of Clinical Nutrition, Director of
Maintenance, Director of
Environmental Services, Business Office
Manager, Director of Recreational
Services, and Staff Development
Coordinator will review the results. If it
Is deemed necessary by the committee,
additional education may be provided,
the process evaluated/revised, and/or
the audits reviewed for 32 months or
until 100% compliance is achieved.
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F 157 Continued From page 2

res to be without pulse ang respiration...”

Medical racord review of the County EMS Run
Sheet dated August 17, 2013, revealed "Arrived
patient 8/17/2013 9:44:00...Notes/Narrative._. Pt
was found unresponsive, no pulse, no
respirations...taken to ambulance,..asystole
{without electrical activity in the heart) 08/17/13
05:49:00 in 3 lead ...pt was tx (transported)
to...ER (Emergency Room) to be pronounced.

Medical record review of the Nursing Home to
Hospital Transfer Form, undated and untimed
revealed the resident was transferred to the

Pulse of 32, respiratory rate of 22 and an oxygen
saturation of 88% {percent) with oxygen at 4 liter
via NC (nasal cannula)..."

on Seplember 5, 201 3, at 10:18 a.m., confirmed
the resident was “very compromised” with end
stage renal disease, on dialysis three times
weekly, and the faaility had called regarding the
resident but could not remember the time of the
call. The Physician confirmed *I wouid expect to

were 32 beats per minute, *

483.20(k)(3)(ii) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

F 282
83=D

The services provided or arranged by the facility
must be proavided by qualified persons in
aceordance with each resident's written plan of
care.

This REQUIREMENT ig not met as evidenced
i

"...hospital, with vitg| signs of temperature of 99.3,

Telephone interview with the resident’s Physician

e informed immediately if the patient's pulse rate

F 157

F282| F2g2

1. Padding was added to Resident #36
side rails on September 03, 2013. Staff
working with Resident #36 were
immediately educated on September
03, 2013 by Assistant Director of
Nursing that Resident #36 shouid have
padded side rails at all times.

8/03/2013
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L

| resident was receiving Coumadin, an

A ration; -
and interview, the factiity failed to follow the care
plan for padded side rails for one resident (#38)
of twenty-nine residents reviewed,

The findings included:

Resident #36 was adm itted to the facility on July
14, 2012, and readmitted to the facllity on
October 8, 2012, with diagnoses including
Congestive Heart Failure, Atrial Fibrillation,
Cardiac FPacemaker, Chranic Obstructive
Pulmonary Disease, Peripheral Vascular Diseass,
Insomnia, Aortic-Valve Disorder, Anemia, and
Depressive Disorder. '

Observation on September 3, 2013, at 12:25
P.m., in the resident’s room revealed brujsed
areas to.the top of both hands, Interview at the
time of the observation revealed the bruised
areas "were normal wear and tear, if it gets
bumped will bruise Further interview revealed
the resident was on anti-coagulsnt medication,
Observation on Septembar 3, 2013, at 3:03 p.m.,
of the resident'in the bed in the resident's room
‘Tevealed the side rail was in the taised pousition.
Further abservation revealed the side rail was not
padded,

Medical record review of the August 2013
Physician’s Recapitulation Orders revezled the

anti-coaglllant medicalion.

Review of thé Care Plan dated February 6, 2013,

and updated onJuiy 10, 201 3, revealed “..at risk ,
| of alteration in skin integrity diie to impaired |

b} Na other residents with padded
side rails were affected by the alleged
deficient practice. '

3. a) The Staff Development
Coordinator will educate 100% of
licensed nurses and certified nursing
assistants on following resident's_‘ care
plans/care directives rega rding side rail
pads by September 27 2013.

b} The Director of Nursing/Minimum |
Data Set Nurse will audit residents
weekly who have been care planned to )
have padded side rails for compliarnice
for 3 months.

4. a) Director of Nursing/Minimum Data
Set Nurse will present results of audits
to the Performance Impravernent
Committee.

STATEMENT OF OEFICIENGIES (%) PROVIDERSSUPPLERICLA (X2) MULTIPLE CONSTRUGTION {X%) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
445421 B. WiNG 08/05/2013
NAME oF PROVIDER OR SUPPLIER STREETADDRESS. CITY, STATE, Zip CObLE
508 MOSE DRIVE
LIFE CARE CENTER QF PARTA
8 _ SPARTA, TN 38583
Xao SUMIMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION )
PREFIX {EACH DEFICIENCY MUST BE PREGEDED By FuLL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRITE OATe
DEFIC'ENCYJ
F 282 Continued From page 3 . F 282! 2. a}Assistant Director of Nursing
by: . ) ’ audited 100% of care pians/care
Dased on medioal record review, oiyservtion dirgctives on September 03, 2013. /0372013
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(X4) 1D " SUMMARY STATEMENT OF DEFICIENCIES ! o ! PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACK DEFICIENCY MUST BE PRECEDED By FLLL ] PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYTNG INFORMATION) TAG CROSS-REFERENCED 70 THE APPROPRIATE - DATE
_[ | DEFICIENCY)
F 282 Continued From page 4 ’ F 232! b) The Performance improvement
mobility,_ lnconlin_enoe and use of Committee consisting of Executive
mai‘gﬁ]at‘?;‘";gpPIF;O;ACHES:---?”Wm add Director, Diractor of Nursing, Medical
a g fo side rail... Director, Director of Rehab_ilitation,
Interview with the Assistant Director of Nursing, Director of Health Information, Director
on September 5, 2013, at §:55 a.m., in the of Clinical Nutrition, Director of
resident’s room confirmed the side rails were not ; i f
padded. Further interview confirmed the facllity Ma [ntenance, D'rec.t eroe ; Offi
had failed to foflow the Care Plan for the padded Environmental Services, Business Office
side rajls, Manager, Director of Recreational
F 315 483.25(d) NO CATHETER, PREVENT uTl, F315| Services, and Staff Development
$$=D | RESTORE BLADDER Coordinator will review results. If it is
Based on the resident's comprehensive deemed necessary by the committee,
assessment, the facility must ensure that a additional education may be provided,
reside}-:t who enters the facility without an the process evaluated/revised, and or
indwelling catheter is not catheterized unless the : :
resident's clinical condition demonstrates that the,aUd its rewewF d for, 3 mo-n ths or
cathelerization was necessary; and a resident until 100% comptiance is achieved,
who Is incantinent of bladder receives apprepriate F315
treatment and services to prevent urinary tract )
iﬂfecginns and to restore as much normal bladder 1. The Director of Nursing educated the :
function as possible. Licensed Practical Nurse that did not ' (9/16/2013
_ . complete catheter Justification on
This REQUIREMENT is not met as avidenced facility's policy on completion of foley
by: : justification worksheet on
Based on medical recorg review, review of facility catheterbj usti 'Cz 01103
policy, and interview, the facility-failed to have September 16, :
justification for the use of an indwelling catheter
for one resident (#28) of twenty-nine residents e
reviewed, 2, a} The Assistant Director of Nursing 9/04/2013
. audited 100% of residents with faley :
The findings included: catheters on September 04, 2013.
Resident #26 was admitted to the facility on May b}No other residents with foley
22, 2012, and readmitted to the facility on h) ° re affected by the alleged
February 14, 2013, with diagnases including catheters were a :
deficient practice.
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Congestive Heart Failure

Diabetes Meliitus Type il, Hypart

Features, History Malighant Neo
Psychosis, Insomnia, and Coron
Atherosclerosis.

Medical record review of a Physi

"...insert.,.foley
Comfort Measyres, "

Review of facility policy,

catheterized unless the person's
demonstrates that

comprehensive assessment that

Interview with the Minimum Data

nursing station on September 4,
P.m., confirmed the
on July 23, 2013, and the facility

Intarview confired the facility di

» Altered Mental Status,

State, Depressive Disorder, Alzheimer's Disease,
Atrial Fibrillation, Senlle Dementig with Delusional

Order dateg July 23, 2013, revealed
catheter...indication!diagnoses

Indwelling Catheters,
revealed "Policy.,.A client who enters (named
facility) without an indwelling catheter shall not be

catheterization is
necessary...intent:.. An indwelling catheter shalj
not be used unless there is a vali
justification...Procedures: 3. b Insert urinary
catheter only when justified medically and
ordered by the attending physician...4. Perform a

factors that predispose the resident to the
development of urinary incohtinence and/or use
of an indwelling catheter, A comprehensive
assessment should include: a2, The risks and
benefits of an Indwelling...catheter.... factors
Supporting medical justification for the initiation of,
and continuing need for the catheter

and Licensed Practiéal Nursa #3, at the Orchid
foley catheter was inserted

complete the catheter assessm ent. Further

ensgior, Anxiety

plasm of Breast,
ary

cian Telephone

clinical condition

id medical

addresses those

use.."

Set Coordinator
2013, at 3:24
had fajled io

d not have ]

{X4) 1D - BUMMARY STATEMENT OF DEFICIENCIES i o PROVIDER'S PLAN OF CORREGTION ey
PREFIX {EACH DEFICIENGY MUST BE PRECEGED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLILD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORRMATION) 1AG CROSS-REFERENCED TO THE APPROPRIATE DATE
. J DEFICIENCY)
F 315! Continued From page 5 ! F 315‘ 3. 3) The 5taff Development E

Coordinator will edycate 100% of

licensed nurses on follnwfng facility's
policy on foley catheters by September -
27, 2013, '

b) The Director of Nursing/Assistant
Director of Nursing will audit residents I
with foley catheters weekly for |
compliance for 3 months,

4, a) Director of Nursing/Assistant ;
Director of Nursing will present results .
of audits to the Performance
Improvement Committea.

b) The Performance Improvement |
Committee consisting of Executive |
Director, Director of Nursing, Medical
Director, Director of Rehabilitation,
Director of Health Information, Director,
of Clinical Nutrition, Director of '
Maintenance, Director of ‘
Environmental Services, Business Office
Managet, Director of Recreational
Services, and $taff Development
Coordinator will review results, If it is
deemed necessary by the committee,
additional education may be provided,
the process evaluated/revised, and or
the audits reviewed for 3 months ar
until 100% compliance is achieved.
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DEFICIENCYJ
F 315 | Continued From page ¢ ’ F 315

medica) justification for the yse of the catheter at
the time of the-insertion onJuly 23, 2013, and the
facility had failed to follow the facility policy,

F 358 483.30(e) POSTED NURSE STAFFING

38=F [ INFORMATION

F 356: F356

1. The nurse staffing information was
The facility must post the following information on updated immediately on September 03,
a daily basls; : 2013 :
0 Facility name, '
© The current date.
0 The total number and the actual hours worked

9/03/2013

2. 5taff Davelopment Coordinator will

by the foliowing categories of licensed ang educate 100% of licensed nurses that
unticensed nursing staff directly responsible for accurate staffing information must be
resident care per shift: - updated on the staffing board at

- Registered nurges, . idnigh h nigh < ber 27

- Licensed practical nurses or licansed rmicnight each night by September
vocational nurses (as defined undar State law), 2013,

- Certified nurse aides. ) i . .
o Resident census, 3. a) Staff Development Coordinator |

will educate 100% of licensed nurses

The facility must post the nurse staffing data that accurate stg ffing information must:

specified above on a daily basjs at the begirining

of each shift. Data must be posted as foliows: be updated on the staffing board at
¢ Clear and readable format, midnight each night by September 27

o in & prominent place readily accessible o 2013,
residents and visitors. . .

" : . The Director of Nursing/Assistant ; .
The fagility must, upah oral or writlen request, b The Dire s

make nurse staffing data available to the public Director of N“':Sing will audit for

for review at a cost not to exceed the community campliance 5 times per week for 3 ‘
standard. months.

The facility must maintain the posted daily nurse 4, a} Director of Nursing/Assistant

staffing data for a minimum of 18 months, or as

i ing will present results
required by State law, whichever is greater. Director of Nursing will p

of audits to the Performance
Improvement Committee.

This REQUIREMENT is not met as evidenced

FORM CMS-2567(02-99) Pravisus Varsionz Obsolate Evant ID: Q5RS11 Facility 1D: TNA30H If confinuation shaet Page 7of13
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FLI EAGH ECT| T 8 TION
TAG | REGULATORY OR LSC IDENTIEYING INFORMATION) P?EE“ crios?s-ucsgggsmcgg% TESEP';OR%LI%IETE o
I DEFICIENGY)
]
F 356 I Continued From page 7 F 358 b) The Performance Improvement
bBy: 4 bs i Committee consisting of Executive
ased on observation and interview, the faility DI 5} 3 Mursing, Medi
failed to post nurse staffing information daily with ' rector, : rector of u:m.g.’ < dical
the current date. Director, Director of Re abilitation,
Director of Health Information, Director
The findings included: of Clinical Nutrition, Directar of
Observation on September 3, 2013, at 9:35 a.m., Maintenance, D:rec'tor of . )
in the facility lobby reveated a Nurse Staffing Environmental Services, Business Office
Posting dated September 1,2013. Manager, Director of Recreational
Interview with the Assistant Direct £ Nurei Services, and Staff Development
nierview w € Assistant Director g ursing on : : ;
Seplember 3, 2013, 2t 9.60 a.m., confirmed the Cc_;o'rdmator will review results rrfonth!y.
date was not eurrent. fit is deemed necessary by the
F 371 483.35(i) FQOD PROCURE, F 371! commitiee, additional education may
88=F STOREIPREPARE/SERVE - SANITARY be provided; the procass
The facility must - ‘ eva-luated/rewsad and or the 'BleltS
considered satisfactory by Federal, State or local compliance s achieved.
authorities; and
(2} Store, prepare, distribute and serve food F371
under sanitary conditions 9/03/2013
1. The range top, grifi, back splash, and
can opener siot were immediately
cleaned on September 03, 2013.
This REQUIREMENT is not met as evidenced 2. 3) Maintenance Department
by: removed the back splash and shelf from 3/2013
Based on observation and interview, the facility the kitchen to be sanded and pressure 313/
dietary department failed to maintain dietary
equipment in a sanitary manner. washec! on September 13,. 20.13. The
shelf will not be replaced in kitchen,
The findings included:
Observation on September 3, 2013, at 2:30 p.m.,
and interview with the Dietary Manager present 1.
FORM CMS-2667(02-58) Previous Varsions Cbselate Event ID; QSRS11 Faehlly I0: TNS301 i continuation shest Paga 3af13
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F371) Continued From page F371/  b) Dietary associates will wipe up spills
during the observatign confirmed the following: as they occur on the range top and grill.
, ‘ iates will
1.)The range top, back $piash and shelf had an Each e\renilng, dietary associates il
accumulation of biackened debris. clean cast iron grates, burner area, grill,
2.jThe grill, connected to the range top, had an and back splash to remove any
aceumulation of blackened debris. blackened debris accumulated.
3.)The can opener slot had sticky blackened
debris presant, ¢) On September 16, 2013, a
F 431 483.60(b), (d), () DRUG RECORDS F 431 and b 9/18/2013
[ + ) e was
$8+D | LABEL/STORE DRUGS 2 BIOLOGIGALS replacement can opener and base wi
' . ordered and was installed by the
The facillty must empley or obtain the services of Maintenance Department on
afhcens;gd pharmacist who establishes a system September 19, 2013, Dietary associates
OF recoras of receipt and disposition of all :
controlled drugs in sufficient detail to enable an will clean can opener slot after each'
accurate reconciliation; and determines that drug meal to remove any blackened debris
Fecords are in order and that an account of il accumulated.
controlled drugs is maintained and periodically .
reconciled, ) - 3. 2) Dietary Manager will in-service
100% of dletary associates on cleaning
Drugs and bivlogicals used in the facility must be ; |
tabeled In accordarnce with currently accepted sch'edu'le_and the rmpc!rtance of .
professional principles, and include the maintaining sanitary dietary equipment,
appropriate accessory and cautiorrary by September 27 2013.
instructions, and tha expiration date when
applicable, b) Dietary Manager/ Director of
) ) iti ervices will audit sanitation
In‘accordance with State and Federal laws, the Nutmlona’, 3 W;” back splash, and can
facility must store all drugs and biologicals in of range top, grill, back splash,
locked compartments under proper temperature opener slot five times per week for 2
cantrols, and permit only authorized personnel to months.
have access to the kays.
The facifity must provide separately locked,
permanently affixed campartments for storage of
controlled drugs listed in Schedule I of the
Comprehensive Drug Abuse Prevention and
j Control Act of 1976 and other drugs subject fo_ e - . I .
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i '
F 431 f Continued From page ¢ ' F431|  ¢) Maintenance Department will
: abuse, except when the facility useg single unit Inspect the range top, grill, back splash,
Package drug distribution systems iny which thé ! thi onitor
quantity stored Is minima) and a missing dose can and can opi-aner st mon 5‘rto m
be readily detected, for any additional preventative
maintenance needs. Director of
' Maintenance/ Maintenance associate
. . , [ ; tati
This REQUIREMENT is not met as evidericed will. report any needs for preven. ative
by: maintenance to the Executive Director,
Bazed on observation, review of facility policy, Dietary Manager, and Assisted Living
and interview, the faciltty failed to insure Coordinator,
multi-dose medication vials were properly stored
on one of four medication carts reviewsed, 4. a) The Dietary Manager/Director of
The findings included: Nutritional Services will report results
from audits to the Performance
Observation o September 5, 201 3, at 10:40 Improvement Committee.
a.m., of the Orchid short hall medication cart at .
the Orchid nursing station revealed one b} The Performance fmprovement
multi-dose vial of Injectable Lidocaine 1% . " i
! ' ting of Executive
Opened, undated, and witho b, Committee consis - '
pen €d, and without a Jabe Director, Ditector of Nursing, Medical
Interview with Licensed Practical Nurse {LPN) #1, Diractar, Director of Rehahilitatian,
on September 5, 2013, at 16:40 a.m.,, atthe Director of Health information, Director
medication cart at the Qrchid nursing station linical Nutrition, Director of
confirmed the multi-dose via) of Lidocaine was of Clinica fon,
open and uniabeled, Maintenance, Director of .
Environmental Services, Business Office
Review of facility palicy, Acvessing a Multi-Dose irectar of Recreational
Via, revised August 15, 2008, revealad Manager, D 4 Staff Development
"..Guidance...the faoility will receive from the Services, and Staff D s, IF it is
Pharmaey multi-dose vials dispensed and labeled Coordinator will review results. b
as a resident-speacific preseription itern...vials will deemed necessary by the committee,
be labeled, after ©pening, with...resident's . fon may be provided;
name.,.date and time.._.nurse's initials...multi-dose additianal educatio d {rgvised and/or
vials are 1o be discarded if...open and undated...” the process evaluate
the audits reviewed for 3 months or
Interview with the Assistant Director of Nursing . i hieved.
I Sial { H NS mtil 200% compliance ac ,
| L(ADON) in the ADON's office on Septenber & untt |
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DEFIGIENCY)
F 431 | Continued From page 10 F431| F431
2013, at 1:40 p.m,, canfirmed the Lidocaine . .
multi-dose vials come from the pharmacy without ‘1. The multi dose vial was removed o/05/2013
a patient label. The ADON also confirmed, that fram the medication cart and discarded-
per facility policy, the vial shoyld have a labe| of on September 05, 2013,
date, tirme opened, and label for the resident it
was used for. 2. a)The Assistant Director of Nursing
o SPREADGCTION CONTROL, PREVENT P audited 100% of facilty's medication. | sios/aors
' carts on September 05, 2013 and found
The facility must establish and maintain an ne other opened multi dose vials '
Infection Contral Program designed to provide a ‘without a label or date,
safe, sanitary and comfortable environment and ' ,
o h:elp prevent the development and transmission b) No resident receivin g medications
of disease and infection. ifrom a multi dose medication vial were -
The facility must establish an Infection Contral ‘practice.
Program under which it - .
(1) Investigates, conirols, and prevents infections 3. a) The Staff Development
In the facility; ) Coordinator will educate 1009 of
{2) Decides what pracedures, such as isolation, ‘licensed nurses on
should be applied to an individua! resident: and P N i
(3) Maintains a record of incidents and corrective dating/labeling/initialing multi dose
actions related to infeetions. rredication vials by Septembar 27,
2013,
{b) Preverting Spreacdl of Infection
(1) When the Infection Gontrol Program b) The Diractor of Nursing/Assistant
determines that a resident heeds isolation to oi f Nursing will audit th
prevent the spread of infection, the facility must rector of Nursing will audit the )
isolate the resident. rnedication carts weekly for compliance
(2} The facility must prohibit employees with a for 3 months,
communicable disease or infected skin lesions .
from direct contact with residents or their food, i . o . .
direct contact will transmit the disease, 4.a) The Dir sctor of Nursing/Assistant
(3) The faciiity must require staff to wash their Birector of Nursing will present results
hands after each direct resident contact for which ‘of audits to the Performance
hand washing is indicated by accepted ‘ " ittae.
professional practice. "l.mp.roveﬂe.nt C?mm
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F 441 | Continued From page 11 441 b) The Performance lmp rovefnent
Committee consisting of Executive
(¢) Linens ‘ Director; Directot'vf Nursing, Medical

Personnel must handle store, process and . : habilitation
. ! ! Director, Director of Rehabilitation,
}nr?emnS?:: Inens so s o prevent the spread of Director of Health information, Director

of Clinical Nutrition, Director of
Maintenance, Director of

: i i inass Office
This REQUIREMENT s not met as evidenced _Environmental Services, Busine |
Y Manager, Director of Recreationa
o poDservation and interview, the faility Services, and Staff Development

failed to follow Quidelines to prevent the spread of

' ' wilt review results. If it Is
Infectian for thirteen out of twenty-geven Coordinator

residents. " deemad necessary by the committee,
‘ additional education may be provided,
The findings includea: : the process evaluated/revised, and or
Observation on Septembar 3, 204 3, at 12:00 the audits review:ed f-c:r.s mo.nthsdor
p-m., in the main dining room revealed an jca until 100% compliance is achieved.,
5e00p in the ice cooler. Further observation Fa41
revéaled the Certified Nursing Assistant (CNA#1) . ——
femaved the ice scoap from the ice chest, 1.The ice cooler and scoop were
scooped the ice, touched the scoop to the immediately cleaned and alf stagt in )

resident's water eup, and retumed the jce scoop

dini 2a were educated on how to
to the ice chest. Further observation revealed g area we

CNA#1 repeated the same pracedure for thirteen 1| @Ppropriately distribute ice from the ice

out of twenty-seven residents served in the main cooler and store the ice scoop by

dining room. Dietary Manager on September 03,

Interview with CNA #1 on September 3, 2013, at 2013. -

12:05 p.m., in the main dining room confirmed the . 9/03/2013
ice scoop was stored in the ice cooler. Further 2.3) The ice cooler and seoop were ro3
inferview with CNA #1 confirmed . this is immediately cleaned and all staff in

how...always do it.. * dining area were educated on how to

Interview with the Dietary Manager on September appropriately distribute ice from the ice

3, 2013, at 12:20 p.m., in the main dining room cooler and.store the ice scoop by
confirmed the ice scoop was nat to be stored in Dietary Manager on September 03,

N ihe'ie eooer. |~ 3013, — | .
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b) No other residents were affected
by the alieged deficiént practice after
ice caoler and ice scoop was n:lggneq."_

3. The Staff Development Coordinator
will educate 100% licensed nurses and
certified nursing assistants on infection
control standards regarding distribution
of ice from the ice cooler and
appropriate storage of the ice scoop by
Septamber 27. 2013.

b } The Director of Nursing/Assistant
Director of Nursing will audit ice
distribution and ice scoop storage
practice for compliance weekly for 3
manths.

4, a) The Director of Nursing/Assistant
Director of Nursing will present results
of audits 10 the Performance
Improvement Committee.

b) The Performance Improvement
Committee consisting of Executive
Director, Director of Nursing, Medical
Director, Director of Rehabilitation,
Director of Health Information, Director
of Clinical Nutrition, Director of
Maintenance, Director of .
Environmental Services, Business Office
Manager, Director of Recreational
Services, and Staff Development
Coordinator will review results. If it is

deemed necessary by the co i T
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